Introduction
The first, and in many cases the greatest, problem in the correct clinical management of mycoses is their recognition. In (2t) 63 (21) 31 (6*) 18 (6*) 11 (7*) 3 (2*) 41 (27-22t; 5t) 101 (3-1t; 2t) 14 (0) 71 (2) 24 (0) 6 (0) 3 (0) 10 (0) 5 (0) 47 (2) 2 (0) 2 (0) 4 (0) 3 (0) 19 (0) Case 7. Subcutaneous chromomycosis (phaeosporotrichosis) (Symmers, 1971b) . A large 'cold abscess' in the upper part of a thigh was assumed to be tuberculous. It was repeatedly aspirated but it regularly re-formed. Anti-tuberculosis drugs had no effect. The patient was a Pakistani immigrant in Britain. He (Symmers, 1972 (Symmers, 1973a, Figs 7 and 8) .
(C) Misidentification offungi Case 17. Blastomycosis of bone (Sissons, 1979 
Conclusion
The infections exemplified above, even if their recognition was belated, were all eventually identified as being caused by known specific organisms. During the same period when these cases were seen there was also a very small number of cases of unidentified but probably fungal infection. The appearances of the fungus (or presumed fungus) could not be identified as belonging to any known genus. Two were examples of a peculiar infection (the so-called 'Wewak disease') which to date has been observed only in patients returning from Papua New Guinea. The lesions are verrucose or superficially ulcerated nodules and areas of induration in the skin of a limb. The histological sections show histiocytosis of the dermis and great numbers of organisms in a mucoid matrix that seems to be a product of their growth ( Fig. 1) (unpublished personal observations) .
The disease appears to be confined to the skin. Algal infections seem now to be considered most conveniently along with the mycoses (Baker et al., 1971) . Infection by an alga (probably Prototheca sp.) has been seen in an American visiting London. The organisms were first mistaken for spherules of Coccidioides immitis (Symmers, 1973a, Fig. 6 ).
